| BACKG ROU N D
In prison, women can experience a profound loss of autonomy with respect to their ability to manage their health. [1] [2] [3] Women in prison have complex medical needs and poorer health status than the general population. 4 However, prison can also provide new opportunities for access to health care. 1, 5 In 2014, 20% of the 683 females in full-time custody in New South
Wales, Australia, spoke a language other than English at home and almost a quarter (23.6%) were born outside Australia, predominantly
Vietnam. 4, 6 The number of women in prison continues to rise. 7 Culturally and linguistically diverse (CALD) women in prison have been described as the "silent" or "forgotten" few, [8] [9] [10] referring both to the limited research relating to them 11 and to their additional isolation, discrimination and marginalization within the prison system. [8] [9] [10] [11] [12] [13] Reports on Australian women's prisons describe barriers to communication with staff and other prisoners for women with limited English proficiency (LEP), including a lack of access to interpreters, to information about prison processes and legislative rights, and to programmes and educational opportunities in their own language, and reduced access to religious practices and ministers. 14 The use of professionally trained interpreters in prisons in Australia and overseas is seen as being suboptimal. 12, 15 Using professionally trained interpreters in health care improves the quality of clinical care more than using ad hoc, or no, interpreters 16 and significantly reduces the likelihood of errors. 17 NSW health policy, which applies to the prison health service, mandates that professionally accredited interpreters must be engaged for health-care communication for all patients who are considered by the health practitioner to not be fluent in English. Additionally, all patients should be informed of their rights to an interpreter, except in medical emergencies or where there is a bilingual health practitioner communicating directly with the patient. 18 Informal or untrained interpreter use is widespread in health settings despite being problematic. 19 While patients commonly report a preference for formal interpreters due to the perception of higher quality interpretation, key reasons for use of informal interpreters (often family members) include personal trust and rapport and advocacy. 20 The unique prison context and added vulnerabilities of patients in prison further complicate the issue of interpreter use, especially as informal interpreters are likely to be fellow prisoners, but there is limited research in this setting. Two qualitative studies of interpreter use in Spanish prisons have reported professional challenges of interpreting in the prison environment 21 and the ethical difficulties associated with use of fellow prisoners as interpreters. 15 The use of interpreters in the context of prison health care was not examined, nor did the research focus on the experiences of the prisoners themselves.
In this research, we aimed to explore the complexities of communication and interpreter use for CALD women prisoners accessing prison health care, with a view to improving service access for CALD women in prison. Our research questions were as follows:
1.
What is the impact of cultural and language difference on accessing and receiving health care in prison?
2. How do women in prison and health-care providers manage these impacts?
| ME THODS
Using an inductive qualitative approach, we conducted focus groups and individual interviews with CALD women and individual interviews with prison health nurses. This study was undertaken in connection with a larger project into health-care transitions of women leaving prison. 
| Setting
Interviews were conducted in three women's prisons in New South
Wales, Australia. They ranged from low-to high-security settings, and one was the remand prison for the state. Health care in these correctional centres is delivered under a Board-governed network under the state health department. It is predominantly a nurse-led model of care, which requires patients to be triaged by nursing staff prior to seeing medical practitioners. 
| Sampling
Sampling of the women in prison was purposive for variation in age, cultural background, length of custody, health conditions and health-care utilization to increase data richness. 23 We defined CALD women as those women who were born overseas (in a country that did not have English as its primary language) or those who were born in Australia and spoke a language other than English at home. We excluded those born in Australia who spoke
English at home to focus on the impact of cultural and linguistic differences. 23 Potential participants were identified by nursing and custodial staff and by review of a list of current inmates. They were then invited by nursing or custodial staff to meet with the researchers. Peer recruitment also occurred by asking a nurse-nominated woman to invite other women or friends they felt would be interested in participating. Nurses were purposively sampled to include a variety of patient care roles.
| Data collection
KW conducted the focus groups and most of the interviews, with PA conducting 2 interviews and 1 individual interview jointly with KW.
As PA was a general practitioner at one of the research sites, she did not conduct any staff interviews or interviews with women to whom she had provided health care.
Interview questions covered how cultural and linguistic diversity affects prison life and health-care delivery, peer and formal interpreter use in prison and the women's experiences of health care in prison. We defined a peer interpreter as a fellow prisoner from the same cultural background who spoke more English than those they were assisting, but who was untrained in interpreting. A formal interpreter was defined as an interpreter from outside the prison with professional qualifications and training in medical interpreting, used via phone or face-to-face.
We obtained written informed consent after explaining via the participants' chosen interpreter, offering the women participant information and consent forms in English or translated in the woman's language. Formal interpreters were offered to all women. To ensure the credibility of the data when informal interpreters were used, we explicitly explored the interpreter's perspectives on the interview topics during the focus groups to identify any points of divergence from non-interpreted interviews. 24 In the focus groups, at times, two or three people acted as informal interpreters for the other women, giving multiple points of interpretation. We also used communication techniques to foster mutual understanding by avoiding multicomponent questions, beginning with open-ended questions and progressing to more specific queries ("the funnel approach") 25 and checking the interviewer's understanding of the response.
26
Interviews and focus groups were audiotaped and spoken English transcribed verbatim. Two women also provided written data during the focus groups, which they explained was a summary of issues they had experienced with the health service. 
| Ethical issues
Transcripts were deidentified and stored securely. Any urgent or serious clinical issues that had not previously been addressed arising from the interviews were passed on to health staff, with the partici- There were two major themes, which related to the impact of cultural and linguistic difference on prison life and health-care access, and to health-care communication and the use of interpreters.
| Data analysis
These themes and subthemes are presented below with illustrative quotes.
| The impact of cultural and language difference on prison life
All participants reported that women from CALD backgrounds expe- English classes were useful for some women as a way of improving their communication and occupying time in prison. However, for others, it was difficult and stressful.
| Health Communication and the use of interpreters
Both women and nurses reported that communication difficulties
were the most significant barrier to health care for CALD women in prison.
| Deciding on interpreter use
Some nurses felt that formal interpreter services were underutilized. These staff frequently used interpreters and valued them for their ability to improve ease of communication and offer confidentiality for the woman, while also improving the therapeutic relationship because they regarded arranging one as an act of respect. A few nurses did not perceive any significant communication problems and did not use interpreters because they felt they largely dealt with simple health issues for which limited English sufficed.
I think unless there is a formal interview, then you don't worry too much about the interpreter, because you will get across-they'll get across whether it's a cold, or it's a sore ear, or sore throat. I don't have a problem language wise. (Nurse 1)
Most women felt that a formal interpreter should be offered for all significant health interactions, unless the complaint was minor, such as a common cold.
Get a real interpreter. They need to just ring up the interpreter line. It's not that hard to do it. It saves a lot-they don't realise how much drama they can cause somebody.
(Woman participant 10-peer Interpreter)
For important issues, our own issues, then you still need an [formal] interpreter especially. But let's say to go up here to ask something there to ask something it's standard then you can get friends to help.
(Focus group 1-translated by professional transcription service)
Some women reported no problems accessing formal interpreters in prison. However, a larger number reported they were not offered a formal interpreter and were unaware they could request one or felt unable to as they did not wish to seem demanding. Some women felt their English proficiency had been overestimated by health-care providers, especially during times of stress and illness when their language abilities were further impaired. One peer interpreter confirmed that women often said they understood when they did not.
They always just go, "Yeah yeah yeah yeah yeah," but they really don't understand. I know they don't understand.
(Woman participant 7-peer interpreter)
One woman described how her past affected how she communicated with health staff, feeling that she could not admit that she did not understand. PI: Even you say a medical word, we wouldn't understand either.
Box 2 (Continued)
frustrated and then ah, (gestures with hands). She not ask me and I stopped asking because it's so unnerving and then they hate you more because you ask too much.
(Woman participant 13)
| Using formal interpreters
Some participants, both women and nurses, expressed ambivalence about formal interpreters. There was particular concern that for- Face-to-face interpreters were thought by some to be too expensive and time-consuming to organize. Unpredictable prison schedules and transfers meant that some nurses and women preferred to expedite the consultation using the resources at hand, rather than wait for a formal interpreter (including telephone interpreters) and risk not having a consultation at all.
| Peer Interpreters
Peer interpreters were reported to be preferentially used by prison and health staff. Some women and staff felt that, at times, peer interpreters could be better placed as communication brokers, as they were more likely to know the woman and the prison system and to use language that was adjusted for the woman's level of understanding.
One time this lady-she still got me there but the doctor said, "Oh maybe we should try the phone transla- (Woman participant 7-peer interpreter)
Some peer interpreters viewed their role as a trusted advocate of other women and derived satisfaction from it, assisting women well after the consultation was over. These activities could alleviate boredom and give purpose to some women during their prison stay.
Some felt a strong responsibility in their role.
That is the system like that, so it's really bad. Imagine if I'm not here, what they're going to do?
| Perceived challenges with peer interpreters
Some nurses and women of LEP were concerned with the lack of confidentiality of peer interpretation. Additionally, prison dynamics could mean women were vulnerable to private information being used against them, and peer interpretation could be affected by conflicting agendas.
I don't want to like rely on these people that probably sometime they can help, but you don't know… if they like you, they may help, otherwise they make it difficult. Like I realized, I am aware that I'm living in prison now, and then you don't really know like how good or how bad people surrounding you are.
(Woman participant 3-translated by professional interpreter)
There's a whole undercurrent in this community that we don't understand-we're observers of. And there's a whole hierarchy, and a whole subtext…so I'm afraid if they bring a friend in, I don't understand the subtext…If we give them what we think would be the best thing for them, will they be stood over for it? Will they trade it for something else? (Nurse 3)
Some peer interpreters took on the role reluctantly and felt pressure to interpret despite their misgivings about inaccuracies and repercussions from errors. Although aware they could decline to interpret, peer interpreters did not always feel comfortable doing so, perceiving a need to "behave" and to please staff and meet the expectations of their cultural community.
I had already told them-the officers-that I don't speak Vietnamese that well…I'm finding other words to go around it and I'm probably not explaining it right…You are put on the spot and how can you notsay no, I'm not doing it. How do you say that without hurting somebody, and with the inmate, the inmate would treat you differently because you said no. Or they would go and do Chinese Whispers, you know, she's our people and she wouldn't even help us.
(Woman participant 1-peer interpreter)
Peer interpreters could also be put in the position of assisting, or choosing not to assist, other women when they did not think their claims were reasonable.
Some of these problems that she's got is actually visible, you can see it, and then there's just some really outright silly ones where I think that's just a bit selfish on her behalf to be asking clinic staff about certain stuff like that.
(Woman participant 14-peer interpreter)
They described unease at being caught in conflicts between women, health staff or prison staff, or if they could be seen as complicit if the interpretation involved informing on other women or required interpretation of very personal or bad news.
Nobody wanted to interpret for this lady 'cause apparently she was a trouble-maker…Even though I knew she was causing problems I felt bad because nobody wanted to do it for her, so I did it…and it was very private and I didn't want to know that stuff.
| D ISCUSS I ON
Women entering prison may suffer shock, fear and disempowerment. 2 In this study, both the CALD women in prison and their treating nurses found communication across language and culture challenging and that this could potentiate stressful prison experiences and further disempower the women. Interpreters were often not offered in health interactions, and this could be a significant barrier to health-care access. Failure to offer a formal interpreter for a person with LEP needing health care can constitute a breach of human rights 12 as well as being clearly outside health service protocols and the evidence base supporting the use of formal interpreters. [16] [17] [18] Nevertheless, participants in our study perceived there were both pros and cons of using formal and peer interpreters in the prison health setting (Figure 1 ). The value, we believe, in recognizing and exploring the issue of informal interpretation in prison is to clarify the risks and benefits and understand the perpetuating factors behind the practice.
Informal interpreters lack training and professional obligations, such as those required by The Australian Institute of Interpreters and Translators code of ethics and standards of practice. 31 In primary health care outside the prison, the risks of using untrained family members include errors of interpretation due to varying language ability and lack of knowledge of medical terminology, as well as distortion of information due to conflicting roles and agendas of family members as interpreters. 19, 20 Yet, they are commonly used for reasons of personal preference (related to trust, support and advocacy), lack of resources or awareness of resources available. 19, 20 In the prison context, the risks of using untrained peer interpreters are further compounded. Variations from expected professional standards such as accuracy, impartiality, professional role, confidentiality and respect have been seen to occur among non-professional interpreters in prison settings 15 and can lead to unintended and negative consequences. 15 There are few boundaries between the peer interpreter and patient as fellow inmates within a complex prison hierarchy, 8 where women of LEP are of low status and vulnerable to being "stood over". 13 In the forced or "artificial" prison community, women cannot easily seek alternative health care and the consequences of errors of interpretation, conflicting agendas and transgressions of confidentiality, may therefore be greater. These could include physical or emotional harm from others in the prison, disciplinary action or loss of privileges due to (inadvertent or not) security breaches. 32, 33 Additionally, as demonstrated in our research, prisoners may be at risk of being coerced into a peer interpreter role, even if they lacked confidence in their language abilities and felt discomfort in having to interpret private matters or being seen to be complicit in Our study demonstrated the persistence of peer interpretation was sometimes due to convenience or because formal interpreters were not considered. However, peer interpretation could also be the preferred choice. Some nurses avoided external phone interpreters due to security concerns, despite the Telephone Interpreter Service (TIS) being nationally accredited and approved, with an ongoing quality assurance program. 34 Issues of quality observed by some nurses and patients were similarly found in the Performance Audit
Report of TIS, 35 suggesting that while they remain the gold standard of interpretation, are not without challenges of their own.
Training health-care providers in the use of interpreters may improve their understanding of communication difficulties of patients with LEP and their skills in identifying and managing the risks and complexities of such consultations. 21, 36 Our study provides evidence on the need to promote the liberal use of formal interpreters among prison health staff and to inform women they have the right to ask for a formal interpreter. A shared and informed decision-making process would respect the preferences of the women using such services, while also acknowledging policy and best practice recommendations.
This would also promote the autonomy and empowerment of the women should they explicitly choose to utilize a peer interpreter.
Other drivers of peer interpretation in prison appeared to lie in the mediation of trust and in the advocacy they afforded to both staff and patients, particularly as "insiders" of both prison culture and their own cultural background. Cultural capital can be a benefit that at times surpasses the quality of the exchange itself. 20 In our study, barriers to access were perceived by some to be due to racism and discrimination. For women with a background of trauma and abuse, negative interactions with health-care providers can have profound emotional impacts and difficulty accessing health care in prison can be interpreted as deliberate blocking of care. 22 The pre-existing relationships and rapport the peer interpreters had with both parties may have decreased some barriers to care. Some peer interpreters regarded their role as affirming and satisfying, increasing their motivation to act in this role.
It is apparent that peer interpreters in prison may take on informal roles that are in keeping with peer support workers. Prison peer support programmes are an emerging approach to bridge health service gaps; the research suggests benefits exist, but evidence is generally limited. [37] [38] [39] These programmes utilize prisoners who are formally trained and employed in either paid or unpaid roles and include peer support and health education activities. [37] [38] [39] They have the potential to reduce barriers to health care and empower CALD women through advocacy and support, while promoting cohesion within the prison community 39 and supporting its rehabilitative function. 40 Figure 2 summarizes the formal peer worker role and its potential benefits in the prison setting.
Benefits for the peer support workers in prisons include positive personal growth, satisfaction and improved physical and emotional health; however, benefits are less well defined for recipients of the support. 37, 38, 41 It should be noted that the trust and power inherent in peer support worker roles in prison may incur additional F I G U R E 1 Perceived benefits and challenges of formal and peer interpreters security risks, such as distribution of contraband by the peer support worker. 37, 38 Further research is needed.
| Limitations
In our study, we aggregated our analysis of women from diverse CALD groups. Although there were strong recurring themes relating to language and cultural difference compared to the general prison population, differences between cultural groups may have emerged with further analysis of larger numbers of participants.
The custodial setting where interviews took place would have limited participants' ability to respond freely, although they were eager to report both negative and positive experiences.
Peer recruitment of the focus groups enabled existing networks of women to participate together. While this meant that existing hierarchies and relationships were reproduced, it also meant that groups were more homogenous in culture and language, potentially reducing the effect of power relationships between cultural and language groups on data collection and increasing comfort and ease of communication among participants. 25 In addition, individual interviews were conducted where women were able to speak without the constraints of group and community dynamics.
All but one woman declined to have a formal interpreter for their interview, despite our original planning to provide this for everyone.
They may have avoided formal interpreters due to lack of trust in prison outsiders and a strong fear of stigma in their external community, from which the formal interpreter may have come, 12 but this was not explicitly explored during the interview given it was being peer-interpreted. This may represent some bias towards women who preferred not to use formal interpretation and thus use peers.
It could also mean that communication was suboptimal in some individual interviews.
Using a peer interpreter in focus groups has likely influenced our findings on the use of peer interpreters, particularly the discussion on the risks and disadvantages of their use. However, there were also benefits to the women choosing to use them.
There was further richness to the data due to her insider understanding of the women's experience in prison, an important consideration with bilingual moderators. 24 The women already had rapport with the peer interpreter and were more likely to respond openly. 24 Box 2 provides an example of candour evident among the women, as well as the peer interpreter's ability to translate this. Through purposive sampling and using individual interviews, we were able to canvass countervailing views on the use of peers and explored the views of women for whom peer interpreters did F I G U R E 2 Benefits of peer support worker role not exist. We also recognized the potential for confirmation bias towards a western point of view associated with translations coming through a peer interpreter who was westernized and potentially more educated, 24 but this would not have been reduced by the use of formal interpreters. 
| CON CLUS IONS
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